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Attached please find the National Institute of Corrections consultant report completed by Dr. 
Thomas White. 
 
Below is a summary including many of Dr. White’s recommendations. 
 

*************************** 
 
Based upon the findings and recommendations of Dr. White’s consultant report, the 
Department of Corrections provides the following comments: 
 
Ø The Department of Corrections sincerely regrets the tragedies and events that have 

caused the consultant’s review of the mental health program of the Iowa State 
Penitentiary Clinical Care Unit. 

 
Ø The DOC thanks the National Institute of Corrections and Dr. White for a 

professional and thorough review of the Clinical Care Unit program. 
 
Ø The DOC accepts and generally agrees with the findings and recommendations as 

reported by Dr. White. 
 
Ø The Department of Corrections is deeply committed to addressing the increasing 

needs of mentally ill offenders. 
 
Ø Many of the report recommendations are being implemented including: 
ü Expand process for reviewing self-injury/suicides. 
ü Relocate or reconfigure suicide prevention rooms on A and B Pods. 



 
 
 

 
 
 

ü Place suicidal CCU Offenders in smock/ tear resistant clothing. 
ü Develop a clear mission statement that is widely disseminated. 
ü Utilize social workers to provide pre-release, education and life skills training. 
ü Increase out of cell time to include work, recreation, and hobby craft. 
ü Review intake and release process to ensure continuity of care and appropriate 

placement. 
ü Expand recreation, hobby craft and education activity for all offenders. 
ü Install security screening over atrium railing and stairway. 
ü Establish more therapeutic environment in CCU. 
ü Establish one late night per week treatment staff assignment. 
ü Increase Mental Health Training for all staff. 

 
Ø The following issues and recommendations are in progress and will be implemented 

at a future date. 
ü Review staff selection criteria for CCU security staff. 
ü Establish Mental Health Director to provide overall statewide oversight of DOC 

Mental Health Programs. 
ü Employ Deputy Warden position responsible for the CCU operation. 
ü Overall review of DOC mental health and operational policies. 
ü Establish on call system of mental health staff for off hour consultation. 
ü Move psychologist offices to pods. 
ü Establish offender treatment review process. 
ü Review DOC suicide Prevention Policy. 

 
Ø The following issues and recommendations require additional resources which have 

been proposed for legislative consideration. 
ü Treatment Services Director 
ü Psychiatrist (part time) 
ü Psychiatric Nurse 
ü Psychologist (Clinical Director) 

 
Ø The following issues and recommendations require additional resources which may 

be submitted for future consideration: 
ü Deputy Warden (1) 
ü Security Supervisors (2) 
ü Social Workers (2.5) 
ü Psychologists (2) 
ü Educators (2) 



 
 
 

 
 
 

ü Correctional Officers (10) 
 
For information contact: 
 
Fred Scaletta  
515/242-5707 or 515/360-9300 



 
 
 

 
 
 

                                                                                                                        February 13, 2005 
 
 
 
 
Mr. Gary Maynard, Director 
Iowa Department of Corrections 
420 Watson Powell Jr. Way 
Des Moines, IA   50309 
 
 
Re: NIC Technical Assistance Report 
 NIC Technical Assistance Number: 2005P1042 
 
 
Dear Director Maynard; 
 
 
On November 10, 2004, Ms. Laura Sheffert James, Assistant Deputy Director of the Iowa State 
Department of Correction (DOC), contacted me.  We discussed my role in conducting a review of 
several offender suicides at the Critical Care Unit (CCU), a specialized housing unit located at the Iowa 
State Penitentiary (ISP).  During our initial phone conversation, Ms. Sheffert James asked that I conduct 
a thorough review of the recent suicides as well as the policies and procedures related to suicide 
prevention at the CCU.  She said that I should feel free to make any recommendations to remedy 
deficiencies that might be discovered in the current suicide policies or procedures.  
 
Ms. Sheffert James also asked me to examine the policies and procedures pertaining to the management 
of the mentally ill offenders housed in the CCU.  The unit is relatively new, having been in operation for 
approximately two years.  As such, she felt it might be beneficial to review their existing policies to 
ensure they are meeting the needs of the specialized inmates housed on the unit. On December 8, 2004, 
I was informed that the National Institute of Corrections (NIC) approved me for a technical assistance 
grant to fund a portion of this review. 
 
On December 13, 2004, I took part in a conference call with you and several of your 
executive staff.  We discussed a number of general issues concerning the policy and 
procedures at the CCU as well as those system-wide.  The ISP experienced another 
suicide on December 11, 2004, and you asked me to review that case.  I told you I would 
do the best I could with the limited information that would be available at the time of my 
visit.  You also asked that I use all of the information I obtained during my visit to make 
recommendations that might enhance existing statewide policies pertaining to mental 
health services and suicide prevention.  
 



 
 
 

 
 
 

BACKGROUND 
 
On December 16, and 17, 2004, my associate and I conducted a review at the CCU in Fort 
Madison, Iowa.  When we arrived at the facility, we met with Warden Burger and his 
administrative staff.  After discussing my general goals and procedures, I offered a few 
initial impressions based on my review of the materials I received.  Warden Burger stated 
that he was very eager to hear my findings and told me that his staff would cooperate fully 
with my review.   
 
Throughout the review, we were accompanied by Dr. Ed O’ Brien, DOC Medical Director, 
and Marilyn Sales, Nurse Administrator, was also available.  Both were invaluable in 
answering numerous questions about statewide mental health operations and their 
integration with the CCU.  Mr. Steve Young, CCU Unit Manager, and several other 
institution staff were always available to provide information and to coordinate our 
activities.  The information provided by these DOC staff as well as many others who were 
available during the visit was crucial to my ability to develop a picture of the DOC mental 
health delivery system in the short time available.   
 
We were provided unfettered access to any staff, inmates, or areas of the institution during 
the review.  We focused as much as possible on matters directly related to suicide 
prevention, but whenever possible, we also pursued issues pertaining to the wider topic of 
mental health treatment at the CCU and the statewide delivery of mental health services.  In 
addition to talking to staff who were specifically identified as parties of interest to our 
inquiries, we had many casual conversations with staff while touring the CCU and the ISP.  
In all instances, staff were cordial, friendly and helpful.  At the conclusion of my review, we 
again met with the warden and selected executive staff to discuss our findings.  
 
Overview Of Statewide Mental Health Treatment 
 
The Iowa DOC currently houses approximately 8600 offenders in nine institutions.  Current 
national estimates would indicate that approximately 16% of those offenders have some 
type of mental health treatment needs.  General mental health services are offered in all 
institutions, and specialized treatment services for special needs offenders are offered in 
three institutions.  One of those facilities, the Oakdale medical facility, also provides 
residential mental health services to mentally ill offenders at the Iowa Medical and 
Classification Center (IMCC).  Currently, the IMCC has 23 beds designated as psychiatric 
beds.  New offenders are seen at IMCC during classification and treated if necessary, or 
offenders are referred to the IMCC for civil commitment by institution mental health staff.  
Prior to the construction of the CCU, mentally ill offenders were sent to the special needs 
units, disbursed throughout the system, or the most difficult to manage offenders were 
assigned to the ISP Special Housing Unit, Building 220.   
 
With the opening of the CCU, a large number of mentally ill offenders from Building 220 
and other locations were transferred to the CCU.  Thus, the basic treatment model for 



 
 
 

 
 
 

managing most, and clearly the most disturbed, mentally ill offenders was to evaluate them 
at IMCC and send them to the CCU for extended treatment.  Currently, there is another 
building similar to the design of the CCU being planned for construction at the Oakdale 
facility, with a portion of those beds designated as psychiatric beds.      
 
In May of 2001, prior to the construction of the CCU, the Iowa DOC, in conjunction with the 
NIC, contracted the services of Dr. Mary West, Deputy Director of Special Operations, 
Colorado Department of Corrections.  She evaluated their general plan for the 200 bed 
CCU and for integrating it into the overall mental health delivery system (Attachment I).  Her 
report contained a number of staffing, training, and organizational recommendations for the 
CCU.  To the best of my knowledge, only a few, if any, of those recommendations were 
implemented prior to the opening of the CCU.  Virtually all of Dr. West’s recommendations 
are repeated in this report, and I would strongly suggest that both sets of recommendations 
be merged where overlap exists.   
 
FINDINGS 
 
The findings and recommendations in this report are based on my review of existing policy, 
my tour of the CCU and ISP, my conversations with institution staff, and the meetings 
conducted with various clinicians, correctional, and administrative staff.  I also reviewed a 
large number of institution documents, the latest 2004 Ombudsman’s Report, and the May 
2001, Technical Assistance Visit report provided by Dr. Mary West. This report represents 
a “snap shot” of the system at a particular point in time and covers four major areas: 1) an 
assessment of the current suicide deaths; 2) an overview of management and personnel 
issues; 3) evaluation of statewide services; and 4) recommendations.  The following report 
provides a detailed account of my review. 
 
CURRENT SUICIDE DEATHS 
 
I will begin with a review of the four suicides at the CCU.  The specific details of the 
suicides are documented in a variety of institution investigations and memos, and 
therefore, I will not repeat that information in this section.  Rather, I will summarize each 
incident and direct my comments to specific issues of concern. To comply with DOC 
confidentiality requirements, specific offender names will not be used in this report.     
 
JOHN DOE #1 Mr. Doe #1 was the first suicide to occur at the CCU.  He died on January 
1, 2003, in Pod A, the locked unit.  Offender Doe #1 was a management problem during 
his entire period of incarceration and continued to be a problem at the CCU.  He spent 
virtually his entire time at the CCU in some form of locked status.  In addition to loud 
singing, acting bizarrely, and being verbally abusive toward staff, he was frequently 
aggressive, demanding, and belligerent.  
 



 
 
 

 
 
 

Mental Health/Treatment Issues: Mr. John Doe #1’s mental health status and the degree 
of his emotional disturbance were problematic.  He was diagnosed with Psychotic 
Disorder NOS, Questionable Schizophrenia, NOS, Questionable Anxiety Disorder, NOS.  
His diagnostic situation was never completely resolved during his confinement, but he was 
generally conceptualized and treated as a management problem, although he was placed 
on psychiatric medication, which he sporadically refused.   
 
Mr. John Doe #1 threatened suicide on several occasions, and also engaged in self-harm 
behavior by inserting eating utensils in his rectum.  While it is difficult to accurately assess 
his condition in retrospect, this self-harm behavior seemed more motivated by delusional 
thinking than attention seeking because his stated motivation for the behavior was to stop 
his intestines from falling out.  He also expressed other questionable somatic complaints 
about bleeding internally.  It does not appear that he ever received or cooperated in a 
formal mental health evaluation or engaged in any therapy, except medication.  As 
mentioned above, throughout his stay at the CCU his behavior was generally viewed as 
manipulative or attention seeking and not as the product of significant mental illness.  In 
fact, at the time of his death, he was scheduled to be transferred back to the ISP to general 
population status. 
 
Security Issues: Mr. Doe #1’s suicide raised a number of problems related to the CCU’s 
security procedures and practices.  To begin, Mr. Doe #1 told a correctional officer a few 
minutes prior to his death that he was going to commit suicide.  The officer, being relatively 
inexperienced, passed this along to a more senior officer who said that Mr. Doe #1 
frequently threatened suicide and the typical response was to watch him more closely.  
However, this was not done.  He was not removed from the last cell on the range, where he 
would receive the least amount of observation and the frequency of his observations were 
not increased.  In fact, the unit log indicates that rounds were not even made every 30 
minutes, but it was almost one hour from the time of the last entry (when he threatened 
suicide) until he was discovered hanging in his cell.  It also appears that after he was 
discovered hanging and the ligature was removed, no one initiated CPR and the nurse 
pronounced him “unrevivable”. 
 
JOHN DOE #2 Mr. Doe #2 had a long history of mental illness, suicide attempts, and self-injury, 
including intentionally gouging his eye.  He had been in and out of the Iowa prison system and was well 
known to mental health treatment staff.  At the time of his death he was diagnosed with Schizophrenia, 
was on SSIP status (suicide precautions) in an observation room on Pod B, and was receiving 15-
minute checks. 
 
Security Issues: Mr. John Doe #2’s method of death was very unusual and clearly 
indicated a very extreme desire to die.  Mr. Doe #2 died by placing wads of toilet paper 
along with his underwear down his throat until he eventually suffocated.  Unit logs indicate 
he was observed sleeping every 15 minutes throughout the night until he was discovered at 
approximately 8:00 a.m., in the morning.  Two issues arise from these observations.  First, 



 
 
 

 
 
 

is the adequacy of the 15-minute observations, particularly for someone with his mental 
health history who was on suicide watch.  Second, he was reported sleeping for at least 
one and a half-hours after his death.  In fact, he was not actually discovered by the officers 
making rounds, but by the control room officer who was watching him on the closed circuit 
monitor.  
  
JOHN DOE #3 Mr. Doe #3 also had a long history of mental health diagnosis and 
treatment prior to his incarceration as well as after being admitted to the DOC and the 
CCU.  He also had a history of prior suicide attempts and a previous diagnosis of 
Depression, ADHD, and Antisocial Personality Disorder.  He was admitted to the CCU on 
August 12, 2003, for diagnosis clarification and treatment.  At various times prior to his 
death he was diagnosed with Impulse Control Disorder, Dysthymic Disorder, Neurotic 
Depression, and Borderline Personality.  Mr. Doe #3 was also on a very extensive array of 
medications from antipsychotic to ADHD medications.  
 
While at the CCU he spent a considerable amount of time in some type of locked status for 
mental health observation, suicide watch, and behavioral infractions.  At the time of his 
death, however, Mr. John Doe #3 was housed on a general population unit.  He was 
discovered dead in his cell at approximately 7:40 a.m.  The autopsy report later indicated 
that he died from the ingestion of a large quantity of his CCU prescribed medication. 
 
Mental Health/Treatment Issues: I was unable to find any indication that Mr. John Doe 
#3 had received any type of on-going mental health treatment other than medication during 
his stay at the CCU.  There also appeared to be some issue about the severity of his 
psychiatric condition.  Mr. Doe #3 apparently made many statements to other offenders 
and possibly staff about having the power of resurrection, suggesting the presence of a far 
more serious psychotic disturbance than his initial or subsequent diagnoses might 
indicate.  It does not appear that his diagnostic status was ever clarified.     
  
Security Issues: The method of Mr. Doe #3’s death clearly indicates that he obtained the 
pills he used for his suicide attempt by “cheeking” or not taking his medication.  This was a 
known problem because he attempted suicide previously by doing the same thing, which 
resulted in a written order to crush his medication prior to coming to the CCU.  Another 
written order was provided after he arrived at the CCU to “monitor him taking medication 
and swallowing pills.”  Security staff were assigned to pill line to ensure that offenders took 
their medications, but it seems clear that this often did not occur.  There are indications that 
even after Mr. John Doe #3’s death, some officers still were not performing medication 
checks.  
 
Mr. John Doe #3 was discovered dead in his cell at approximately 7:40 a.m., many hours 
after his death and one and a half-hours after the cells were opened and unit clean up 
began.  He was discovered with a blanket over his head.  Again, there are questions about 
the quality of the 30-minute checks conducted during the early morning hours as well as the 
accountability of offenders while on the unit. 



 
 
 

 
 
 

 
JOHN DOE #4 Mr. Doe #4, arrived at the CCU on November 25, 2003, and was quickly 
moved to one of the general population units.  While at the CCU, records indicate he 
received a variety of diagnoses.  He was diagnosed with Psychotic Disorder, NOS, 
Dysthymic Disorder, and Schizophrenia.     
 
Mental Health/Treatment Issues: There are a number of computer generated records of 
psychological encounters which say very little other than that he was doing fine and could 
be transferred to another institution.  The remainder of the information pertaining to his 
case is still in the hands of the DCI and was unavailable for my review. 
Security Issues: From staff and offender interviews I was able to obtain a general idea 
about the circumstances surrounding Mr. John Doe #4’s death.  His body was found on 
November 1, 2004, at approximately 9:30 a.m., on Pod E, one of the general population 
units.  Mr. John Doe #4 was discovered with a plastic garbage bag over his head, the bag 
was secured around his neck, he had a rag in his mouth, and his hands were tied behind 
his back with a slipknot.  The physician at the scene estimated the death occurred 
approximately 6-8 hours prior to being discovered.  The death occurred on Halloween, 
which may or may not have been significant. 
 
As with the previous suicides, there are questions about the quality of 30-minute rounds 
made during the evening, since he was apparently counted as being alive for as many as 
eight security checks after his death.  There are other issues about offender accountability 
raised in this case, since he did not report for pill line, did not report to his work detail, and 
was not discovered for three and a half-hours after the cells were opened for unit clean up.  
Apparently none of the staff had direct responsibility for determining why he was not at pill 
line, at work, or was not seen on the unit for more than three hours after the offenders were 
released from their cells. 
 
SUMMARY OF SUICIDE DEATH REVIEW   
 
Since each of these offenders died using different methods, on different units, at different 
times, and under the supervision of different staff members, there does not appear to be a 
direct connection between the deaths.  Also, except for the statements Mr. John Doe #1 
made to the officer prior to his death, there does not appear to be any evidence that staff 
were directly aware of information that could have prevented the deaths.  In fact, both 
inmates and staff seemed very surprised by the deaths of each individual, with the 
exception of Mr. John Doe #2, who most people felt was very mentally ill and highly 
suicidal.  However, there does appear to be a number of systemic issues that are relevant 
to these cases. 
 
Mental Health/Treatment Issues: About one-third of all CCU offenders have a diagnosis 
of Psychotic Disorder, NOS, including two of the suicides (John Doe #1 and John Doe #4).  
According to the DSM-IV- TR, the NOS modifier (Not Otherwise Specified) should be used 



 
 
 

 
 
 

in those cases where symptoms are hard to clarify, insufficiently observed, or do not meet 
specific criteria described in the other diagnostic categories.  While the modifier is used in 
complicated cases, in my judgement the number of NOS modifiers at the CCU seems 
somewhat high for a mentally ill population with this history and level of daily observation.  
Diagnostic accuracy is important because uncertainty makes it more difficult to deliver 
appropriate treatment or evaluate the effectiveness of treatment that is provided.    
 
Also, about 20% of offenders are diagnosed with conditions such as Antisocial, Borderline, 
or Personality Disorder, either alone or in conjunction with other diagnoses.  Offenders in 
these diagnostic categories are sometimes found in psychiatric treatment facilities, but 
they are frequently very disruptive and often are not amenable to treatment.  Many 
treatment staff commented on the fairly large number of inappropriate offenders that have 
been sent to the CCU and the difficulty they have had getting these offenders transferred to 
other facilities.  The reason for raising these somewhat technical issues is to highlight 
potential problems in the CCU’s application of the traditional psychiatric diagnostic and 
treatment process.  These findings also raise questions about the accuracy of diagnosis 
for all offenders statewide as well as acceptance, transfer and referral process for 
offenders at the CCU. 
 
It seems clear that there is virtually no professional therapy being offered to CCU offenders, 
despite the existence of individual treatment plans.  Except for brief crisis intervention, unit 
rounds, and contacts during emergencies, this seemed to be the case for the suicides that 
were reviewed as well.  It also appears that mental health staff are often not responsive to 
requests to see offenders, and that this sometimes leads to minor problems escalating into 
crisis situations.  The need for greater professional contact with offenders at all levels was 
a recurrent theme that surfaced throughout the staff reviews.   
 
In the absence of psychotherapy contacts, the only treatment that was received by these 
offenders was medication, if they would take it.  In almost every case, each offender was 
receiving several medications and the ability of one psychiatrist, who serves the entire 
CCU and many other DOC populations, to adequately manage and monitor this level of 
medication is questionable.  
 
Security Issues: There was one thread that ran through each of the suicide cases.  That 
thread was the adequacy of security procedures, particularly the rounds, checks, and 
documentation performed by the security staff.  In most cases, the suicides were not 
detected for several hours after the offender died.  In the case of Mr. John Doe #1, rounds 
were not made for almost one hour, suicide threats were not reported, he was not provided 
additional observation or another cell assignment, and no CPR was performed after he 
was discovered.   
 
Correctional standards and practices suggest that while making rounds, officers are 
typically instructed to shine a light into each cell, check for skin, and observe for signs of 
life.  Rounds should be made at irregular intervals using different routines, officers should 



 
 
 

 
 
 

be vigilant for lack of movement, and for obstructions that prevent adequate observations 
such as blankets over heads.  It does not appear that these standard procedures for 
conducting security rounds could have been followed in the cases reviewed.  Similarly, the 
level of offender accountability on the units and at the work site appears to have broken 
down in two of the general population suicides.  It is impossible to determine the extent to 
which the adequacy of these security practices was a factor in each of the deaths, but it 
clearly indicates the need for better training, supervision, and oversight of correctional 
procedures at the CCU. 
 
The fact that Mr. John Doe #3 was able to “cheek” a sufficient number of pills from his 
prescribed medication to use for his suicide attempt clearly indicates that pill line 
procedures were not performed adequately.  Memos in the file from offender interviews 
indicated some offenders knew that Mr. John Doe #3 had a quantity of pills in his 
possession for some time.  Consequently, in addition to the pill line checks, this information 
raises additional questions about the quantity and quality of unit shakedowns performed on 
the general population units.      
 
Training Issues 
 
Correctional staff, based on their frequent interactions with offenders, are often the first to 
identify signs of potential suicide, mental illness, or behavior abnormalities. Therefore, 
accepted correctional standards suggest that all correctional officers, program staff and 
management staff who regularly work with offenders should be trained annually in 
identification and management of suicidal and mentally ill offenders.  Similarly, standards 
recommend that staff be trained to administer Cardiopulmonary Resuscitation (CPR) and 
instructed to perform CPR in any emergency such as suicide involving strangulation.  
Finally, standards recommend staff should be instructed to continue CPR until the inmate is 
pronounced dead by a physician.  
 
OVERVIEW OF MANAGEMENT AND PERSONNEL ISSUES 
 
My associate and I were able to interview a wide, cross section of CCU staff numbering 
approximately 35-40 employees.  We spoke with all but one of the treatment staff, most 
recreation specialists, administrative support staff, a union representative, correctional 
supervisors, and correctional officers from the day and evening shifts.  I also interviewed 
several offenders from the general population unit.  During these interviews staff were 
candid and appeared honest in their appraisals.  There was a surprising degree of 
agreement between most groups even though they were interviewed separately.  A large 
portion of the material cited below flowed from these interviews and was verified, as much 
as possible, by our observations or other independent interview comments.   
 
Mission of the CCU 
 



 
 
 

 
 
 

Staff at the facility do not appear share a common vision about the purpose of the CCU or 
its long-term mission.  There seems to be two competing and contradictory visions that are 
in perpetual conflict.  If not resolved, this conflict may make it impossible for either vision to 
be ultimately realized.   
 
Simply put, the differences seem to depend on whether you see the offenders as mentally 
ill people who are in prison, or prisoners who happen to be mentally ill.  Those who see the 
facility as an institution for treating the mentally ill express the former vision.  They seek to 
provide a supportive therapeutic environment within the prison that will foster treatment and 
eventually allow offenders to return to general population.  The competing vision, held 
primarily by correctional officers, is that the facility is first and foremost a prison and 
offenders should be held accountable for their actions, regardless of their mental illness.  In 
fact, many feel that treating CCU offenders differently from inmates at the ISP is 
counterproductive and will not help them when they are released.  In my judgement, it is 
imperative that every effort be made to ensure the treatment vision prevails or it is likely the 
program will continue to experience further incidents.     
 
 
Culture and Philosophy 
 
The competing visions of the facility’s mission appear to stem from the fact that the CCU 
was located adjacent to the ISP and has drawn it’s staffing complement from the ISP.  As 
is the case in most penitentiary settings, inmate management stresses high levels of 
personal accountability, responsibility, and strict adherence to rules.  There are also high 
levels of behavioral control, which relies heavily on restricted movements, locked status 
housing, and frequent counts and regulations.  
 
Many of the ISP staff who work in the CCU have brought the ISP management model with 
them.  This results in CCU offenders being managed as if they are ISP inmates and being 
held to the same policies and standards of behavior.  In fact, this level of control is 
inappropriate for many CCU offenders from both a treatment and classification standpoint.  
As Attachment II indicates, a relatively small number of CCU offenders are Maximum 
Custody and many were in open population before coming to the CCU.  Nevertheless, 
CCU offenders are locked in their cells for significant periods of time each day, have very 
restricted movement when out of their cells, and are expected to maintain the same levels 
of personal accountability as their ISP counterparts.  Unfortunately, this highly rule based 
and consequences oriented approach, which may be reasonable for penitentiary inmates, 
is typically too inflexible for working with mentally ill and special needs offenders.   
 
The emphasis on personal accountability results in some CCU offenders receiving many 
disciplinary reports for behavioral infractions.  As a result, a number of CCU offenders 
serve long periods of Disciplinary Segregation time, and sometimes are managed as if 
they did not have significant mental health issues that contributed to their infractions.  Long 
periods of lockdown seem to have little direct therapeutic value for the low functioning 



 
 
 

 
 
 

offenders who often continue reoffending while in lockdown and accumulate longer periods 
of disciplinary segregation.  Also, CCU policy provides as many as six separate, but 
overlapping, categories under which CCU offenders can be placed in some form of locked 
status.  Not only does research show that extended periods of isolation is detrimental to the 
long-term stability of mentally ill offenders, but it can also make it more difficult to establish 
a meaningful treatment relationship once the offender is released from locked status.   
 
In general, long periods of segregation should be rare for mentally ill offenders, unless 
warranted to control psychotic patients, and even in those cases, treatment personnel 
should initiate and closely monitor the placement.  As a general rule, locked status should 
be used only to the point where the offender gains sufficient ability to manage their mental 
illness appropriately.  Also, locked status should be authorized and closely supervised by 
treatment staff to ensure that even legitimate disciplinary segregation does not become 
detrimental to the offender’s mental condition.   
 
Day and Evening Shift Selection 
 
The penitentiary culture already appears deeply rooted in the policies and practices of the 
CCU, but they may be difficult to change due to the staffing procedures used to fill security 
positions.  According to the American Federation of City and Municipal Employees 
(AFSCME) contract, each post is filled based on bids for the position and the bidding is 
based strictly on seniority.  It is widely known and acknowledged by all staff that this leads 
to many officers bidding for posts based on days off and day shift work rather than a desire 
to work with the unique CCU population.  
 
Bidding for shifts appears to have created a very unexpected and far more complicated 
staffing structure than might be initially predicted.  Since senior officers fill most of the day 
shift posts, that shift generally has more mature, experienced officers.  Many of these 
senior officers do a very good job with the CCU offenders and some even bid the posts 
because they like the work.  This leaves the less desirable evening and night shifts to be 
filled by less experienced officers.  Many of these officers do not want to be there, but have 
so little seniority that they can not bid any other positions.  It is typically these less 
experienced officers who tend to be more rigid, more rule oriented and less able to exert 
authority in a flexible, individualized manner.  Thus, the unintended consequence of the shift 
bidding procedure has created distinctly different environments in the CCU between the 
day and evening shifts.  One that is flexible and more individualized during the day shift, 
which facilitates treatment objectives and the other that is less flexible and more controlling 
during the evening shift, which hinders treatment goals.   
 
To further complicate these issues, ISP officers receive no initial training before coming to 
the CCU so they have little idea about the basic treatment philosophy of the unit or what is 
expected of them.  It is easy to see how these attitudes and procedures lead to significant 
inconsistencies between shifts, particularly when there are no treatment staff available after 
4:00 p.m., on weekdays or on weekends (to be discussed in subsequent sections).  Such 



 
 
 

 
 
 

radical swings in expectations and rule enforcement between the day and evening shifts 
are highly detrimental to the CCU offenders who need consistent and predictable structure 
on a regular and daily basis.  
 
Security Staffing  
 
After reviewing the security staffing pattern, it is my view that the treatment mission of the 
CCU is also hampered by an insufficient number of correctional officers, particularly on the 
evening and night shifts.  For example, on the evening shift after officers are assigned to 
each housing unit, there is one lieutenant and one activities officer to run the entire facility.  
To further exacerbate this problem, there are no treatment staff that work after 4:00 p.m. or 
on weekends, no mental health staff have a regular on-call schedule, and security staff have 
few treatment activities to fill the evening hours.  This leaves the correctional supervisor 
with little or no margin for error to cope with unanticipated situations or provide offenders 
with off-unit activities.  It also places correctional supervisors in the unfair position of 
making critical, spur of the moment decisions about the management of the mentally ill 
offenders with little or no input from mental health professionals.       
 
Of additional concern is the fact that the CCU’s basic complement is so small that vacation 
relief officers must be drawn from a pool of ISP officers.  Thus, on any given shift up to 20-
25% of the complement are ISP officers who are unfamiliar with the CCU goals and 
policies, are there only for one day and gone, and often have no desire to be there at all.  
The large number of unfamiliar and often disinterested officers on each shift only 
compounds the management and consistency issues that already compromise the 
treatment objectives.  
 
Mental Health and Treatment Staffing 
 
The psychiatrist at the CCU is responsible for medication management for all CCU 
patients as well as assisting with the other eight DOC institutions.  This level of patient care 
responsibility places the psychiatrist in a very vulnerable position for making mistakes and 
errors simply due to volume.  Apparently there are several psychiatric vacancies throughout 
the DOC and every effort should be made to fill these vacancies to alleviate the current 
workload on the one CCU psychiatrist. 
 
Currently there are three unlicensed psychologists (licensure is not required for DOC 
employment) to provide all of the mental health assessments and treatment for CCU 
offenders.  This number is insufficient to provide professional treatment services and it 
seems clear there is no psychotherapeutic treatment being provided to the CCU offenders 
other than crisis intervention and administrative reviews.  In my judgement, for a facility 
such as the CCU, which has become the DOC’s defacto mental health facility (to be 
discussed in more detail in subsequent sections), this level of staffing is inadequate to 
meet the treatment needs of the offender population.  Because psychotherapy is not 
available, the only treatment being provided to the low functioning inmates is medication, 



 
 
 

 
 
 

which, as mentioned above, is being monitored by only one psychiatrist who is clearly 
overtaxed. 
 
There are two Bachelors level social workers assigned to community placement activities, 
but neither is licensed to provide treatment services. There are no other social workers, no 
psychiatric nurses, no specialized paraprofessionals, or other professionals to provide any 
therapy programs.  Consequently, CCU offenders not only do not receive individual and 
group therapy, but they do not receive sex offender treatment, drug and alcohol treatment, 
intensive life skill programs, or any other therapy activities normally associated with the 
treatment of the mentally ill.  While counselors do offer some psychoeducational programs, 
this is not their primary job focus and they are unable to offer these groups at a level that 
can reach a large number of inmates.   
 
Similarly, education, literacy, and many hobby craft and recreational programs are not 
sufficiently staffed to provide the level of services that are needed with this population.  In 
summary, it appears the staffing patterns for the mental health and treatment disciplines 
are insufficient to provide the level of service required for this population.  This issue will be 
addressed more completely in the Management, Oversight, and Leadership sections of 
this report.    
 
 
    
Treatment Environment 
 
While the need for increased treatment services is critical, they will have a minimal impact 
on CCU activities without substantial changes in policy.  Almost to a person, interviews 
indicated that CCU offenders in the general population units are locked in their cells too 
many hours each day.  Unit schedules indicate that no CCU offender is out of his cell more 
than 5 or 6 hours a day and almost all of that time is on their living unit.  It has only been 
recently that offenders have been allowed to eat in ISP dining room, and even then, they 
are marched over together, eat, and immediately return to the unit.  Before this time, 
offenders were not taken off their units for months at a time.   
 
At this point, going to the dining room is the only off-unit, outside activity available to 
offenders, except going to the small, walled, concrete exercise yard when recreational staff 
is available, which is rare due to staffing.   CCU offenders also have very limited recreation, 
hobby craft, or educational activities.  Without relatively easy access to the offenders, 
treatment programs will be very difficult to initiate and maintain, even if staffing levels are 
increased.  However, of greater significance is the fact that the highly restrictive living 
conditions are detrimental to creating the type of treatment environment that is desirable for 
mental health patients, and may actually inhibit the development of appropriate social skill 
building.     



 
 
 

 
 
 

 
Physical Plant and Architectural Issues 

 
Immediately upon entering the facility it is apparent that the architectural design does not 
lend itself to mental health treatment, and in some cases, may be detrimental. For example, 
when entering the general population units, one finds himself atop a two-story high atrium.  
The entrance is large, expansive, and totally open, making it very easy for a depressed, 
suicidal offender to simply jump over the small railing and fall two stories to the concrete 
floor below.  
 
The living areas are concrete, stark, sterile, and almost totally devoid of color or texture.  
The common areas are relatively small for the number of offenders, unless most are locked 
in their cells, the television viewing area is inadequate, and the acoustics make it loud and 
difficult to hear.  There is one office and one group room on each pod, but these are small 
and the acoustics are undesirable. Unfortunately, similar problems exist in the off-unit group 
rooms used for psychoeducation classes, hobby craft, and education.  These rooms are 
still not fully completed, with ceiling tiles not installed, broken chairs, and inadequate 
acoustics. 
 
Perhaps the most noticeable feature of the individual units is their very low level of ambient 
light.  In addition, all cells have small, slit windows that are frosted allowing very little sunlight 
into the individual cells and even less light to filter into the units.  This creates a very 
gloomy, depressed feeling even when the sun is shining. 
 
Given that offenders very rarely leave the unit and almost never have outside activities, 
living in this environment for long periods of time can, in and of itself, exacerbate rather 
than facilitate treatment goals.  After touring the entire facility and examining the adequacy 
of the space for mental health treatment, it appears the CCU has many design deficiencies 
for use as a mental health treatment facility.   

 
Management, Oversight, and Leadership of Treatment Services 

 
Generally speaking, the CCU appears to be a person driven rather than a policy driven 
unit.  As the people change, so do the procedures, expectations, and direction of the unit.  
Since the unit opened, there has been a succession of directors who have all instituted 
various changes that often conflicted.  There is limited follow-up on any direction that is 
given and attempts to provide direction rarely lead to any meaningful changes.  Most 
people we interviewed seemed very willing, if not eager, to have someone who could 
provide some clear structure and leadership.  
 
Clearly, there is no meaningful oversight of clinical activities.  All of the mental health staff 
do exactly as they please with regard to treatment, interventions, and decision making.  No 
one actually supervises their day-to-day activities and it is impossible to know what they 



 
 
 

 
 
 

are doing or the quality of their work, unless something happens to highlight their 
performance.  It seems clear that leadership is needed in both operational and clinical 
aspects of the program.  The level of supervision that is needed in each area argues 
strongly for two co-equal managers to jointly coordinate both aspects of the program.  
Attachment III provides a proposed staffing and supervision plan consistent with the two-
manager model. 
 
Consistent with contemporary treatment practices, it may be beneficial to provide 
offenders with a stratified level of treatment and independence.  Using a fairly traditional 
psychiatric model, there could be locked, semi-open, and open units with offenders 
progressing through the various levels based on the ability to manage their behavior and 
mental illness.  Services at each level could be structured around a multidisciplinary team 
approach.  In this scheme, a clinical director (ideally a licensed Ph.D. psychologist) would 
have direct supervision over all mental health treatment staff.  Additional psychologists 
would be hired to ensure that each pod had had its own psychologist who would be housed 
on the unit.   
 
Two additional Masters level social workers (clinical social workers) would be hired and 
allocated to provide half-time services to each general population (open) unit.  Counselors 
and unit officers would be similarly assigned to each team.  Additional recreation, hobby, 
and vocational staff may also be needed.  The psychologist on each pod would be 
responsible for treatment oversight and direct supervision of the team members’ clinical 
activities.  They, in turn, would be supervised by the clinical director who would answer to a 
deputy warden with overall responsibility for the CCU.  The operational director would have 
similar duties to the existing unit manager with direct supervision of security personnel, 
clerical personnel, and treatment support staff (recreation, education, vocational services, 
etc). 
 
 
 
EVALUATION OF STATEWIDE MENTAL HEALTH SERVICES   
 
From my inquiries and observations, it does not appear that the DOC currently has 
sufficient in-patient bed capacity to adequately respond to and treat psychotic inmates.  
Given the national figures that approximately 16% of offenders are mentally ill, even if a 
small percentage of those offenders required in-patient treatment at any given time, the 23 
psychiatric beds at the IMCC are not sufficient.  However, even those limited beds are not 
actually available for treatment because they are used almost exclusively for unsentenced 
forensic cases.  As a result, seriously mentally ill offenders are managed at the institution 
level by overtaxed clinicians in less than adequate treatment conditions.  Only when they 
become psychotic and unmanageable are they then considered for transfer to the IMCC for 
civil commitment.  This seems to be the exact circumstances surrounding the most recent 
suicide of Mr. John Doe #5 at the ISP on December 11, 2004.   
 



 
 
 

 
 
 

However, once the IMCC does accept an acute case for transfer, the limited bed space 
forces them to seek civil commitment and transfer the offender back to the institutions for 
maintenance.  In some cases this probably works with few complications, but my 
experience indicates these inmates still require a good deal of follow up and maintenance 
from institution personnel.  Civilly committed patients who refuse treatment once they reach 
an institution are not returned to an in-patient facility, but rather, are required to take 
medication, by force if necessary, at the institution.  They remain in these non-medical 
facilities subject to predatory inmates and followed by treatment providers who may or may 
not have experience treating psychotic patients.  These providers may also have very 
limited time to devote to treatment activities for these high maintenance offenders.  In any 
case, the staff will receive little, if any, day-to-day clinical supervision by experienced 
mental health professionals.  Under these circumstances it seems inevitable that offenders 
will receive unpredictable and inconsistent levels of treatment.       
 
The most practical treatment options available for most mentally ill offenders would seem to 
be placement in one of the special needs programs or at the CCU, which was built for that 
purpose.  In fact, many of the offenders now at the CCU say they were in special needs 
units prior to being transferred.  However, each these facilities, including the CCU, make it 
clear in their policies that they are “NOT psychiatric treatment or hospital settings.”  On its 
face, this statement seems inconsistent with the stated mission of the CCU where all of the 
offenders have serious psychiatric diagnoses.  In fact, the CCU currently has 23 civilly 
committed cases (slightly more than half of the DOC’s civilly committed offenders), which 
by definition represent the most seriously mentally ill offenders in the DOC.   
 
While this general treatment model as well as the civil commitment alternative placement 
mechanism is permitted by Iowa statute, in my experience it is a unique and unconventional 
way to manage severely mentally ill offenders, particularly civilly committed patients who 
are being treated involuntarily.  While this decentralized treatment model eliminates the 
necessity for having a comprehensive psychiatric in-patient treatment facility; it seems to 
be an inefficient and inconsistent treatment practice that offers very little continuity of care 
for offenders with severe mental illness. 
From an administrative perspective, there appears to be no functional, systemwide 
oversight mechanism to ensure quality control, policy compliance, or clinical supervision.  
Presently there is no position, such as a director of mental health, which is responsible for 
overall program management.  In my judgement, assigning a few individuals, who may not 
be mental health professionals, to provide remote supervision for all of the treatment staff 
throughout the state is simply inadequate to meet oversight requirements in such a 
decentralized system.  In the absence of adequate supervision, institution mental health 
staff function in a relatively autonomous manner, which may have serious consequences if 
the staff are inexperienced.  Also, since there is no regular, independent audit function, 
there is no mechanism to ensure program consistency or continuity of care for offenders 
housed in the various institutions. 
 



 
 
 

 
 
 

CONCLUSIONS 
 
Based on my admittedly limited view of the overall mental health delivery system in the 
DOC, it is my judgement that urgent and decisive steps must be taken immediately to 
correct a large number of critical deficiencies in the delivery of services.  To begin, the 
IMCC does not have sufficient in-patient capacity, and therefore, relies on a highly 
decentralized, institution based system for treating its most seriously mentally ill offenders.  
This treatment model provides limited oversight, minimal supervision, and poor continuity 
of care for offenders receiving institution-based treatment.  By design and by default, the 
CCU has become the primary facility for housing the vast majority of seriously mentally ill 
offenders, even though its policies claim not to be a psychiatric or hospital program.   
 
However, as the above review indicates, it is my judgement that the CCU is currently 
incapable of providing the level and quality of mental health treatment that should be 
provided to severely mentally ill offenders. Perhaps, more important than the clinical and 
treatment difficulties, is the need to address and resolve the cultural and architectural 
problems that have plagued the CCU since its inception.  In my opinion, the DOC and the 
CCU staff must confront these problems head-on and find common ground among all of the 
stakeholders to overcome these impediments, if the program is to survive as a viable 
treatment program.   
 
In fairness, it should be pointed out that the current living and treatment conditions at the 
CCU are far superior to what existed prior to its construction.  The warden has instituted 
positive changes, and the CCU staff have tried to develop a credible program in the face of 
management instability, staffing reductions, anti-treatment sentiments, and physical plant 
limitations.  However, despite these early accomplishments, the CCU and the DOC is now 
faced with the need to move on from its initial efforts to develop a more comprehensive 
treatment program that is adequate to meet the needs of their offenders.   
 
On a statewide level, the oversight mechanisms needed to adequately manage such a 
highly decentralized system are currently not in place.  Every effort should be made to 
address these deficiencies at the earliest possible date.  Some of the deficiencies cited in 
this review may be corrected easily by reallocating existing resources, restructuring work 
assignments, and phasing in some staffing recommendations.  However, even under the 
most creative management strategies, developing a more comprehensive and integrated 
mental health delivery system will be difficult, requiring substantial additional resources, a 
realistic long range plan, and a strong commitment at all levels of government.  It is my 
considered opinion that without these commitments it is likely that problems in the delivery 
of mental health services will continue, if not increase, as the mentally ill prison population 
in the DOC grows over time.  
 

RECOMMENDATIONS 
 



 
 
 

 
 
 

Based upon the above review, the following recommendations are submitted for your 
consideration. 
 

Suicide Review Recommendations 
 
1) Rewrite the current DOC Suicide Prevention Policy: Separate suicide procedures from 
self-injury and mental health observation procedures.  Identify specific staff responsibility 
for implementation and oversight of the Suicide Prevention Program (Suggested policy 
outline available if requested). 
 
2) Ensure the warden initiates a specific, systematic process for reviewing completed suicides after each death.  This 
should include a psychological autopsy or reconstruction.  Responsibility for follow-up on recommendations or 
deficiencies should be assigned to specific management authorities at the Deputy Warden level.  
 
3) Require annual, on-going training for all staff at the CCU to ensure policy awareness and 
responsibility.  This training should include the requirement to notify mental health staff if 
offenders make suicide threats or gestures.  Training should also include CPR training and 
the requirement for first responders to initiate and continue CPR until the offender is 
pronounced dead by a physician. 
 
4) Relocate or reconfigure existing CCU suicide watch rooms to afford offenders more 
privacy (rooms are now totally visible and adjacent to elevators). 
 
5) Ensure that all suicide watch and mental health observation status offenders are clothed 
in suicide smocks and receive tear resistance blankets.  Offenders should never be 
housed in either status without clothing.   
 
6) Mental Health staff should authorize the use of restraints for all suicidal and mental health 
observation offenders. 
 
7) Consider training for all clinical staff statewide in suicide assessment and suicide risk 
management.  If rewritten, training on the new policy procedures should also be included.   
 
8) Consider developing a standard suicide assessment protocol to be used for all suicide 
evaluations that would be part of the ICON system. 
 
9) Consider developing required, standardized in-service training for all clinical staff on 
mental health assessment and DSM-IV-TR diagnosis.  
 

Management and Personnel Recommendations 
 

Mission Statement 
 



 
 
 

 
 
 

10) Upper level DOC management, the warden, and senior institution staff should articulate 
a clear and unequivocal mission statement for the CCU.  This should be disseminated 
widely, and frequently to all CCU and ISP staff by as many methods as possible, including 
memos, staff recalls, visits to the facility, and meetings with various institution and 
community groups.   
 

Culture, Philosophy, and Security Staffing  
 
11) The DOC should develop specific selection criteria for CCU security staffing.  This may 
be accomplished in several ways: 1) by designating the CCU an independent work site 
and rehiring staff; 2) by utilizing existing Iowa State special job descriptions such as a 
psychiatric security specialist or residential treatment worker; 3) develop an in-house 
specialty training program combining DOC personnel and professional academic training 
(i.e., a college course in abnormal psychology, diagnosis, psychiatric nursing, etc.).  This 
could be accomplished in a number of phases or combinations.  The method is not as 
important as the end result — to ensure that trained, qualified, and appropriately motivated 
correctional officers are working at least key security posts at the CCU.  In my judgement, 
implementation of this recommendation seems critical to successful operation of the CCU.  
 
12) Ensure that the warden’s decision to remove dogs from the CCU is continued. 
 
13) Correctional officers working in the CCU should receive performance evaluations with 
input from treatment staff. 
 
14) Develop and implement a daily “call-out” system to account for all offenders who are 
not on their units or work details.  This allows staff to know where offenders are if they are 
not at an assigned location.  This ensures total accountability for all offenders at all times.   
 
15) The correctional complement at the CCU should be increased.  If nothing else, the 
complement should be increased by the number necessary to ensure the presence of 
security supervisors on two shifts seven days a week and for sufficient officers to provide 
vacation relief officers to guarantee continuity of performance for 16 hours per day, seven 
days per week. 
 
16) The warden and correctional supervisors must ensure policy compliance and take 
corrective actions when violations are reported.  Failure to do so should be investigated 
and appropriate remedies taken. 
 
17) Develop a brief orientation program for all officers to ensure they are aware of CCU 
policies and procedures.  Over time, ensure that all security staff working in the CCU have 
completed this orientation before assuming their posts. 
 



 
 
 

 
 
 

Mental Health Staffing 
 
18) Establish contract positions, if necessary, to reduce the demands on the current CCU 
psychiatric position. 
 
19) Establish two additional psychology treatment providers to ensure that each pod has 
one permanent psychologist and one counselor.  This would result in a total of five 
psychology positions. 
 
20) Establish two licensed social work positions (apparently licensure is required for 
performing clinical work). 
 
21) Assess the feasibility of utilizing existing social work positions for providing pre-
release, psychoeducational, or life skills training. 
 
22) Establish a CCU Clinical Director who is a mental health professional to provide 
clinical supervision and oversight to all treatment staff.  This should be a Ph.D. 
Psychologist who is licensed and if possible, experienced in in-patient treatment.  
 
23) Institute a multidisciplinary team concept to enhance treatment supervision and 
communications (see attachment III). 
 
24) Consider augmenting existing personnel with contract service providers from local 
hospitals, community mental health clinics, colleges, or through shared services with other 
DOC facilities in the immediate area. 
 
25) Consider establishing a psychiatric nursing position.  Also, consider establishing two 
permanent nursing positions for the CCU, possibly from the existing ISP complement.   
 
26) Encourage all treatment staff to obtain licensure in their respective disciplines.  Seek to 
hire the most qualified and experienced mental health professionals available, particularly 
for supervisory positions. 
 
27) Establish a Director of Mental Health Position at the Central Office level (or remotely 
located) to provide statewide oversight of all mental health programs.  This position would 
develop policy, coordinate services, provide on-site quality control audits at each 
institution, and generally serve as a mental health resource to wardens and administrators.  
This position would function best if a licensed Ph.D. psychologist or Ph.D. social worker 
with psychiatric experience filled it.   
 

Treatment Environment 
 



 
 
 

 
 
 

28) The warden should immediately appoint a workgroup composed of CCU treatment 
staff to develop policies and procedures that permit far greater out of cell time for CCU 
offenders.  
 
29) All existing ISP policies and procedures should be evaluated to determine their 
applicability for the CCU offender population and rewritten, if necessary. 
 
30) Review the transfer and acceptance process for the CCU to determine if it is the most 
efficient and expeditious way to ensure adequate continuity of care and appropriate 
placement for offenders. 
 
31) Review the appropriateness of each offender for placement in the CCU.  Ensure that 
any offender who is not appropriate for placement is transferred. 
 
32) Develop policy to ensure that mental health treatment providers order or authorize the 
placement of CCU offenders in locked status.  They must also be responsible for follow-up. 
 
33) Develop procedures to permit daily outside activities by CCU general population 
offenders.  This should include the opportunity to continue going to lunch at the ISP, to use 
ISP facilities for yard activities, the gym, recreation activities, and to smoke during their 
outside yard time.  
 
34) Evaluate the possibility of utilizing the unit recreation areas on a limited basis without 
direct recreation staff supervision. 
 
35) Increase out of cell time, expand recreation, education, and hobby craft activities.  If 
necessary, evaluate the adequacy of current staffing in these areas. 
 

Physical Plant   
 
36) Security screening should be placed over the atrium entrance and stairway.  This 
should be done immediately. 
 
37) Develop a more “people friendly” environment, particularly on the general population 
units.  This might include painting the units, increasing the lighting, and increasing access 
to natural light.  It may be therapeutic to allow the offenders to do as much of the work as 
they can to establish some degree of pride and ownership in the end product. 
 
38) Complete the construction of the common group rooms, expand the hobby craft area, 
and consider carpeting all of the group rooms, including the rooms on the general 
population units. 
39) Given the physical limitations of the CCU design for its stated purpose, DOC 
managers should develop a joint central office/institution workgroup to assess the strengths 



 
 
 

 
 
 

and weakness of the current architectural design before it is constructed at the Oakdale 
facility. 
 

Management, Oversight, and Leadership 
 
40) Rewrite the current DOC Mental Health Services: Identify specific staff responsibility for 
implementation and oversight of the policy components (Suggested policy outline available 
if requested). 
 
41) Establish a Deputy Warden position over the CCU to provide direct oversight of policy, 
operations and procedures. 
 
42) Establish a co-equal leadership structure at the CCU, with a Director of Operations 
and a Director of Clinical Services (see attachment III) who answer directly to the Deputy 
Warden. 
 
43) Establish a permanent CCU workgroup chaired by the deputy warden to review 
existing policy, evaluate the need for policy consolidation or new policy, and develop a 
more policy driven process for managing the CCU.  This workgroup should also develop 
oversight procedures with identified personnel responsible for follow-up and compliance.   
 
44) Establish a rotating on-call system for mental health providers to be available for 
emergency consultation and guidance after 4:00 p.m. and on weekends and holidays. 
 
45) Establish a work schedule that requires one late night per week (until 9:00 p.m. 
lockdown) for all treatment staff (i.e., counselors, recreation, and mental health when fully 
staffed).  This will permit quick access to treatment staff, increase total staffing in the 
evening, and permit some evening programming.   
 
46) Consider developing an external CCU referral system that is not committee based.  
Assign one individual (perhaps Chief of Mental Health) to accept referrals for the CCU.  
This would expedite the referral process, remove it from institutional influences, and better 
define admission criteria.    
 
47) As quickly as possible, develop some form of clinical oversight for treatment providers, 
to evaluate responsiveness and adequacy of documentation, until a treatment director can 
be hired. 
 
48) Establish and implement an offender treatment review process such as a unit team 
meeting (at least weekly) for A and B pods and for each general population unit. 
 



 
 
 

 
 
 

49) Move psychology staff to office space on the units.  With increased staffing, each unit 
will have one primary service provider located on the unit who is easily accessible to the 
offenders.  
50) Develop a multidisciplinary workgroup to assess the feasibility of making relevant parts 
of the ICON system available to treatment, security, and medical staff with a legitimate 
need for the information. 
 
 
 
In conclusion, I appreciated working with the staff from the Iowa Department of Corrections.  
I found them to be helpful, professional, and extremely interested in enhancing the delivery 
of mental health treatment.  If I can be of any further assistance, please contact me at your 
convenience. 

 
 
 
Sincerely; 

 
 
 
 
Thomas W. White, Ph.D.  
 
 
 
 
 
cc: National Institute of Corrections 
 Prison Division 
 320 First Street,  N.W. 
 Washington, D.C.   20534 
 
 Attn:   Cameron Coblentz, 
  Technical Assistance Administrative Assistant   
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